A 62-year-old male clerical worker with a past history of hypertension and dyslipidaemia presented with a 1-month history of effort-related angina. He is a non-smoker.
What further investigations need to be done?
An assessment of myocardial perfusion under stress as well as a non-invasive assessment of coronary anatomy was made. In this case, a magnetic resonance imaging perfusion scan showed extensive inferior reversible ischaemia and a computed tomography coronary angiogram showed a significant stenosis in a dominant mid-right coronary artery.
What needs to be done next?
The choice lies between increasing the medical therapy and proceeding directly to angioplasty of the right coronary artery. The option was discussed with the patient who was reluctant to consider angioplasty and opted for medical therapy.
The dose of bisoprolol was increased to 10 mg o.d., whilst his other medications remained unchanged.
He returned 4 weeks later, complaining of fatigue and depression after having increased the dose of bisoprolol. His blood pressure was 120/65 mmHg and he was in sinus rhythm with a heart rate of 74 b.p.m. He still preferred continuing with medical therapy; therefore, the dose of bisoprolol was reduced to 5 mg o.d. and ivabradine 5 mg b.i.d. was prescribed and increased to 7.5 mg b.i.d. 1 He was seen 4 weeks later; he was much improved, as he was in sinus rhythm with a heart rate of 68 b.p.m. and a blood pressure of 130/80 mmHg and he was no longer complaining of angina.
I would discuss with the patient the option of moving towards coronary angioplasty of the right coronary artery should his symptoms recur, but indicating to him that this would be for the relief of his symptoms, not to improve his prognosis. 2 Moreover, as he pointed out, the current treatment regimen was not just controlling his symptoms, but also his risk factors.
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